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INTRODUCTION:  Obturator  hernia  (OH)  is  a rare  condition  and  difﬁcult  to diagnose.  While  they  account
for  as  few  as  0.073%  of  all hernias,  mortality  can  be as  high  as 70%.  The  typical  clinical  presentation  for
OH  is small  bowel  obstruction.  Computed  tomography  is  the  diagnostic  tool  of choice.  Surgical  repair  is
mandatory  in virtually  all  cases  of  OH  and  traditionally  consists  of performing  an  exploratory  laparotomy.
PRESENTATION  OF  CASE:  A  90-year-old  female  was  admitted  to  our  surgical  service  with  signs  of  small
bowel  obstruction  and  a  CT scan  revealing  incarcerated  fatty  tissue  and  small  bowel  within  a  left  OH.
DISCUSSION:  The  role  of  laparoscopic  surgery  in  the  management  of  OH  has  been  limited  to  elective
repairs;  most  reports  detail  that  the OH  was  found  serendipitously  during  laparoscopic  inguinal  hernia
operations  or  other  pelvic  procedures.  A  few reports  describe  the  use  of  laparoscopy  to  treat  OH  associated
with  bowel  obstruction  in  an  emergency  setting  using  a  TAPP  approach.  A  strict  TEP hernia  repair  is  not
indicated  for all  patients  with  OH,  and  should  rarely  be performed  in  emergency  situations  given  its
limitation  to assess  or  resect  bowel  if necessary.  In  selected  cases,  a  formal  exploratory  laparoscopy  that
is negative  for  compromised  bowel  can  be safely  followed  by a TEP  repair  using  the  same  umbilical  access
as shown  in  our  patient.
CONCLUSION: A  90-year-old  female  with  a small  bowel  obstruction  related  to an  incarcerated  OH  was
treated  effectively  with  an  extraperitoneal  laparoscopic  approach.
ical A© 2011 Surg
. Introduction
Obturator hernia (OH) is a rare condition and difﬁcult to diag-
ose. While they account for as few as 0.073% of all hernias,
ortality can be as high as 70%.1–3,5 The etiology and pathogenesis
re based on the loss of the protective cushion of the preperitoneal
at that occupies the obturator canal, which occurs as a conse-
uence of aging and malnutrition. Obturator herniae affect women
ore commonly than men  (ratio ∼6–9:1) due to a wider pelvis and
ore generous obturator canal in females.1,4–6 Other risk factors
re emaciation, multiparity, and chronic conditions that increase
ntra-abdominal pressure such as COPD and constipation.1,4,5 Typ-
cally more frequent on the right side, OH carries a bilaterality
ncidence of 6–37%.1,4,6,7 The typical clinical presentation for OH
s small bowel obstruction. Computed tomography (CT) is the
iagnostic tool of choice.4,8 Although OH has been treated with
 variety of surgical techniques, few report using a laparoscopic
pproach.2,3,6,7,9–15
.1. Presentation of caseA 90-year-old female was admitted to our general surgery ser-
ice from the emergency department presenting with signs and
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symptoms of small bowel obstruction. She was transferred from
a small community hospital with a CT scan showing incarcer-
ated fatty tissue and small bowel within a left OH (Figs. 1 and 2).
She reported 48 h of nausea and vomiting associated with diffuse
abdominal pain. She had never experienced similar episodes of
bowel obstruction before and had no previous operations. Her past
medical history was signiﬁcant only for hypertension and her only
home medication was a beta-blocker. The patient was  petite: 45 kg
in weight and 165 cm in height. On examination she had a dis-
tended abdomen, mildly tender to deep palpation diffusely without
signs of peritoneal irritation. No palpable masses were observed
on physical examination. Howship–Romberg and Hannington-Kiff
signs were negative. After initial ﬂuid resuscitation, the patient
was taken to the operative room. The patient was  placed under
general anesthesia and an umbilical Hasson trocar was  placed
through an infraumbilical incision. After Trendelenberg positioning
and a pneumoperitoneum obtained, a 10 mm camera was inserted.
Initial exploratory laparoscopy identiﬁed spontaneously reduced
small bowel from the left obturator canal. The segment of intes-
tine previously incarcerated was  mildly erythematous but viable.
The remaining small bowel was  normal and re-evaluating the pre-
viously incarcerated segment showed no sign of obstruction and
pink jejunum. Bilateral OH were evident with puckering of the peri-
toneum visualized. Additionally a left femoral hernia and a right
indirect inguinal hernia were identiﬁed. We  elected to perform
Open access under CC BY-NC-ND license.a preperitoneal approach gaining access through the infraumbil-
ical incision and retrorectus approach. A preperitoneal space was
generated with a balloon dissector. A 30-degree laparoscope was
 BY-NC-ND license.
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lig. 1. CT scan of the abdomen and pelvis (axial cut) showing incarcerated left obtu-
ator hernia, a small bowel loop of hernia is observed between the left obturator
xternus and pectineus muscles.
nserted and two 5 mm ports were placed in the midline. Standard
issection revealed bilateral obturator, left femoral, and right indi-
ect inguinal herniae. Two separate polypropylene mesh (6 × 4 in.)
ere fashioned and inserted to cover all defects in a totally
xtraperitoneal (TEP) repair. Both mesh were tacked medially to
ooper ligaments and superiorly to the back side of the rectus mus-
les. Mesh overlay of both obturator defects was more than 2 cm.
he preperitoneal space was deﬂated while coapting both mesh
o the pelvic ﬂoor to ensure secure coverage. The abdomen was
e-entered with the Hasson trocar and a pneumoperitoneum was
ecreated. Accurate positioning of the mesh, an intact peritoneum,
nd viable small bowel were conﬁrmed. The patient recovered
ithout difﬁculty and met  criteria for dismissal the next morning.
he remains well in follow-up.
ig. 2. CT scan of the abdomen and pelvis (coronal cut) showing the incarcerated
eft  obturator hernia.PEN  ACCESS
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2. Discussion
Although a rare condition, OH carries a signiﬁcant morbidity and
mortality secondary to a frequent delay in diagnosis and underlying
patient co-morbidities.1,3–5,17 Historically, an accurate preopera-
tive diagnosis of an obturator hernia has occurred in less than 30% of
cases in most series.1,4,17 While small bowel obstruction is the most
common form of presentation, speciﬁc physical ﬁndings pointing to
the diagnosis of OH are uncommon. A palpable groin/perineal mass
is observed in less than 20% of patients, and importantly, it may be
best palpated on rectal and vaginal exams. The Howship–Romberg
sign, present in 15–50% of the patients, consists of pain in the medial
aspect of the thigh, which is exacerbated by extension or medial
rotation of the thigh. The Hannington-Kiff sign, the absence of the
adductor reﬂex with presence of a patellar reﬂex, is a more speciﬁc
but rare clinical sign of an obturator hernia.1,3,4,13,15,17. The physical
ﬁndings in our patient did not point directly to an OH.
Our patient had a CT scan performed elsewhere and it did
show evidence of an incarcerated OH. The use of CT does increase
the chance of a deﬁnitive preoperative diagnosis and has shown
to help decrease the rate of intestinal resection rate and subse-
quent mortality.4,8 In patients devoid of signs of peritonitis with
small bowel obstruction, we  support early CT imaging to facilitate
making a diagnosis. In those with peritonitis, early surgical inter-
vention with careful exploration intra-abdominally for the source
of obstruction remains vital.
Surgical repair is mandatory in virtually all cases of
OH and traditionally consists of performing an exploratory
laparotomy.1,4,5,8,16,17 The role of laparoscopic surgery in the man-
agement of OH has been limited to elective repairs; most reports
detail that the OH was  found serendipitously during laparoscopic
inguinal hernia operations or other pelvic procedures.2,6,9–14 A
few reports describe the use of laparoscopy to treat OH asso-
ciated with bowel obstruction in an emergency setting using a
transabdominal preperitoneal (TAPP) approach, peritoneal ﬂap
creation, and mesh placement.3,7,15 A strict TEP hernia repair is not
indicated for all patients with OH, and should rarely be performed
in emergency situations given its limitation to assess or resect
bowel if necessary. In patients presenting with a clinical scenario
concerning for ischemic bowel, exploration of the abdominal
cavity to assess bowel viability is recommended. In selected cases,
a formal exploratory laparoscopy that is negative for compromised
bowel can be safely followed by a TEP repair using the same
umbilical access as shown in our patient. A TEP repair is easy
to perform, allows an excellent bilateral exposure, and avoids
creation of a peritoneal ﬂap and its possible complications, such
as bowel adhesions and obstruction.18 To our knowledge, this is
the ﬁrst report in the medical literature of a TEP repair in an acute
incarcerated OH to date.
3. Conclusion
A 90-year-old female with a small bowel obstruction related to
an incarcerated OH was  treated effectively with an extraperitoneal
laparoscopic approach. Her TEP repair highlights the advantage of
this technique for bilateral defects, ﬁnding and treating additional
herniae, and generating another long lasting option to treat these
unusual defects. Careful patient selection, surgical judgment, and
laparoscopic skills are essential to success when using an extraperi-
toneal approach to repair an OH. The role of minimally invasive
surgery in acute surgical emergencies has progressed rapidly lately
and may  become the standard approach in some settings.Conﬂict of interest statement
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